Objectives-To investigate the approaches to audit of different medical audit advisory groups (MAAGs) 
Introduction
The 1989 white paper Working for Patients introduced medical audit as a central feature of the NHS reforms.' In primary care, guidance was issued requiring each family health services authority (FHSA) to set up a medical audit advisory group (MAAG), whose function would be to direct, coordinate, and monitor medical audit activities in its area. 2 MAAGs were to be medically led, most of their members being local general practitioner (GP) principals, but they would be accountable to the FHSA for carrying out their work (box As FHSAs move more into the role of purchasers and have to make difficult decisions about service priorities they are also increasingly concerned to know whether they are obtaining value for money from their MAAGs. 4 Thus there is a desire both nationally and locally for an analysis of what the MAAGs have been doing.
MAAGs are new bodies with a new task. They have no precedent to work with, and no established historical relationship with, other agencies in primary care. In these circumstances it is hardly surprising that the variety of approaches adopted by different MAAGs has been noted as one of their most striking features. 5 We report a qualitative study which set out to explore the nature and extent of this variation. The first aim was The MAAG circular was primarily concerned with the organizational structure within which audit should be undertaken, rather than the nature of the audit process. 2 The original guidelines deliberately left room for local interpretation, on the assumption that approaches would differ from place to place and evolve as experience was gained.
The MAAGs in our study had conformed fairly closely to the original recommendations, as far as they went. All were numerically dominated by GPs (table 2) ; however, 12 of the 15 had extended their membership to include at least one FHSA representative. They were all heavily involved in providing training, support, and facilitation for their constituent practices, with a variety of different approaches; all had some links with the wider medical education system, all had developed effective methods of protecting confidentiality, and all reported regularly on their activities to the FHSA. But within these commonalities there were important differences between styles and activities reflecting the substantial room for manoeuvre within the original guidelines and the impact of widely differing local circumstances on the nature of the task faced by the MAAGs and the shape of the local response. For example, the MAAGs varied in how they perceived their role in relation to management, some seeking to provide a "buffer" between local general practice and the FHSA, others serving as a "bridge"; how they defined their function, some choosing a narrowly defined focus on audited were becoming more appropriate; audit skills had improved; and interest in audit had increased and fear had diminished. Some MAAGs could document these changes in great detail with evidence from their records; in others the assessment depended on a wide variety of indicators such as comments from practices, attendance at meetings, requests for MAAG help, etc. Several of the MAAG staff we interviewed, however, questioned the extent to which the MAAG could take the credit for these developments. Some felt that, in part at least, they were observing and documenting changes that would have happened anyway.
At the same time the MAAG respondents clearly appreciated where the MAAG's limits lay. All knew of practices that were not auditing and seemed unlikely to start. Some acknowledged that they had given up on a minority of the most resistant practices (often with the tacit agreement of the FHSA), believing their efforts were better placed where they were more likely to be successful. Among the practices that were doing audit, all the MAAGs were aware of instances in which one keen partner or a member of the practice staff was carrying the audit brief for the practice as a whole. The direct involvement of all practitioners, as opposed to practices, was seen by most respondents as a distant or unrealistic objective.
In the winter of 1992-3 most of the MAAGs in the study were still fully engaged in teaching about audit and getting practices started. Encouraging practices to move beyond data collection to complete the audit cycle was recognised to be the next major task and in many ways the acid test of the MAAG's worth. One MAAG chairperson spoke for many when he acknowledged that much of the current activity was not useful as it stood. "If it stays like this," he said, "we may well look back in a few years' time and say the whole thing was a failure."
The MAAG respondents also recognised the difficulties of assessing and demonstrating effective change, even supposing it could be achieved. One problem was that they did not necessarily know where changes had occurred since their commitment to confidentiality precluded access to audit results unless these were volunteered by the practice. A further problem was that, even where beneficial change was known to have taken place, it could not necessarily be acknowledged publicly without compromising the privacy of the practice. These constraints aside, beneficial effects on patient health are notoriously difficult to identify in primary care. Most MAAGs therefore relied on interim indicators of effectiveness such as changes in practice behaviour. On this basis, and using their informal knowledge of the practices, most MAAG staff we spoke to were able to produce a list of examples of beneficial change. However, there was an awareness that the changes were not always achieved in "the right way" -that is, through completing the audit cycle.
INTERFACE AUDIT AND MULTIDISCIPLINARY WORKING
The original circular required MAAGs to establish links with public health medicine and consultants associated with hospital medical audit with a view to auditing services bridging hospital and community health services and primary care. Within primary care co-option of other team members was suggested. Nevertheless, medical audit among GPs was clearly predicted to be the major focus of activity.
The study MAAGs had their prescribed complement of hospital and public health consultants, but these members were of varying importance in the group. A few members were strongly engaged with the MAAG, others had only peripheral involvement and rarely turned up to meetings. Relatively few interface audit projects had been undertaken. Those that flourished were usually large scale projects that had obtained additional separate funding. The initiative for such projects tended to come from either one committed individual member of the MAAG or a particular confluence of circumstances, such as local interest and skill in a particular subject and opportunistic links between MAAG members and hospital staff. Such projects had clearly been easier to set up in districts with fewer hospitals and simpler local referral patterns.
MAAG respondents were well aware that success in implementing audit depended on the involvement of the whole professional team. Practice staff were encouraged to participate in discussions about audit at practice visits and in educational activities organised by the MAAG. However, commitment to multidisciplinary working had not extended to having a multidisciplinary MAAG. Many of the MAAGs had discussed co-opting other primary care staff as members of the group, but with one exception they still remained entirely medical in their professional membership.
The MAAG respondents did view interface audit and collaborative working as important, but generally they saw these as goals to pursue once audit was going well among GPs. Many regarded their present GP centred approach as the obvious first step in a development model which starts with the core professional group, progresses to include the practice team, and subsequently expands to encompass the wider primary health care team and community and hospital services. On the other hand, a minority of MAAGs were already taking a more eclectic approach, seeking to tap into enthusiasm for audit wherever it was to be found. These MAAGs had learnt from experience that there was often more commitment to audit among team members other than the GPs. They were also finding that GPs themselves were interested in carrying out audit at the interface with secondary care. In part this reflected GPs' concerns about the services their patients were receiving elsewhere; many were also keen to develop new skills and extend the care they provided -for example, in shared care for chronic diseases.
WIDER QUALITY MANAGEMENT
Initially, medical audit was seen as clearly separate from wider issues of quality, and it was anticipated that the FHSAs would develop independent mechanisms to consider quality. Since then they have become involved with various quality initiatives including the patients' charter, total quality management projects, and British Standard 5750.
Most MAAGs in our study had no links with other quality initiatives in the FHSAs and did not forsee any. In a few cases, where the MAAG office was based in the FHSA, informal contact between MAAG staff and members of the quality assurance directorate had led to joint working on specific projects.
Some of the MAAG staff involved in such collaborations, however, felt uneasy about the propriety of this association.
Formal quality assurance initiatives apart, many MAAGs had expanded their own brief to encompass several wider quality issues. For example, they were using their growing experience and knowledge about local resources to provide a significant amount of informal help to individual practices with various personal, clinical, or organisational problems often only indirectly to do with audit. In this respect most of the MAAG respondents acknowledged a support function far wider than their official role in promoting audit. Some felt this was an undesirable expansion which distracted energy and attention from the MAAG's proper purpose and led to a dangerous blurring of responsibilities between MAAG and FHSA. In some districts FHSA staff shared this view and accepted the continuing need for a limited, professionally led focus exclusively on audit and were successfully using other routes to involve professionals in their service development activities. In others MAAG respondents were interested in moving cautiously towards a role as a professional arm of the FHSA, offering advice on a wide range of practice and service development issues. Several of the FHSA managers and medical advisers were keen to suggest possible areas of collaboration with the MAAG (box). There
Suggested service development roles for MAAGs
Providing advice to FHSAs in: * Evaluating changes in service provision * Identifying opportunities for service innovation * Identifying needs * Evaluating demands * Developing acceptable systems of assessment * Developing standards * Investigating local problems * Promoting local strategies * Developing other quality initiatives was no consistent relation within districts between the views of the MAAG and FHSA on the role of the MAAG.
MANAGEMENT INVOLVEMENT
The original brief proposed joint discussions between MAAG chairpersons and FHSA general managers to agree the programme and scale of medical audit activity,2 though by implication this was more concerned with setting the budget than agreeing the content of the MAAG's work. There was no mention of FHSA representation on the MAAG, although the FHSA had the option of suggesting members.
In 13 of the 15 study MAAGs, FHSA staff regularly attended meetings, some only as observers, but most with full membership status. Despite this presence management involvement in the MAAG's strategy was very variable. Several of the medical advisers were involved with the MAAG in a personal capacity rather than as representatives of the FHSA, and others chose to stand back from the decision making and take a more advisory role. Some general managers had played a major part in establishing the MAAG and subsequently stepped back; others had had relatively little involvement and were still seeking to establish dialogue.
There was a strong sense of growing interest among the FHSAs in negotiating with their MAAGs to ensure that national and local priorities were taken into account in planning work. The MAAGs were aware of this pressure and many had already taken steps to improve communication with the FHSA to identify common interests and increase their understanding of each other's needs. Although not prepared to Nationally, concern might be expected to concentrate on the MAAGs' demonstrated effectiveness in promoting audit, inasmuch as this was the purpose for which they were created. However, the range of additional functions that some of the MAAGs had successfully taken on means that an evaluation on the basis of the audit work alone would be incomplete. An important strength of the way the MAAG guidelines were formulated was the opportunity for local innovation and the resulting exploration of previously unconsidered ways of workingfor example, in providing professional advice on service issues. Such local developments might be evaluated on their own account and their adaptability for use elsewhere considered.
An evaluation of the MAAG initiative would have to weigh the cumulative achievements and shortcomings of all the different models represented. Earlier we commented on the problems of aggregating evidence of the progress of MAAGs and interpreting their achievements in promoting audit. Insofar as each of the MAAGs in our study was working with different priorities in different circumstances it would be equally difficult, and arguably inappropriate, to compare their approaches with a view to saying which works best. This was certainly the view of our respondents. Although many were confident of the advantages of their own approach over those of other districts that they knew about, they all accepted that no single way of working would be applicable everywhere.
In contrast, local evaluation of any individual MAAG will inevitably be influenced by the impact and perceived appropriateness of the particular approach that it has taken. Although acknowledging the audit brief of the MAAGs, some of the FHSA managers in our study were equally (sometimes even more) interested in evidence of the MAAG's ability to help them deal with other pressing issues on their own agendas. In those study districts where the views of the FHSA and MAAG of the MAAG's role differed, the perceptions of its value tended to be equally at odds.
In conclusion, when the MAAGs were set up it was not known whether their structure was appropriate to the task or how they would work. Since then those involved with MAAGs have developed a wealth of skills and understanding about what is possible and how it can be done. The MAAGs in our study had clearly provided a focus for sustained thinking about the value and limitations of audit and its links with wider service development activities. Without this focus it seemed unlikely that local understanding and discussion of these issues would have progressed so far as it had. 
